Background: Significant proportion of maternal deaths in Nigeria is due to complications of unsafe abortions, and these abortions are responses to unwanted pregnancies that could have been prevented by effective contraceptive programming. Despite intense programmatic efforts by the Nigerian government and various non-governmental agencies to reverse the trend, there has been little evidence to suggest a systematic improvement in these indicators. Methodology: A household random survey of 1,528 women aged between 15-49 years was undertaken at Amukpe community in Nigeria, to determine their knowledge, practice and perceptions of contraception.
INTRODUCTION
Available data indicates that Nigeria currently has one of the highest rates of maternal mortality in the world. 1 It is also in evidence that 40% of these maternal deaths are due to complications of unsafe abortions 2 , and abortion is a response to an unwanted pregnancy that could have been prevented by effective contraceptive programming. Yet Nigeria's contraceptive prevalence rate is less than 13%. The situation is further compounded by the persisting challenge of high fertility rate of about 5.8% and an annual growth rate of 2.8% in face of a large population size of about 140 million persons. 3 Despite intense programmatic efforts by the Nigerian government and various non-governmental agencies to reverse the trend, there has been little evidence to suggest a systematic improvement in these indicators. Primary prevention, based on reducing the numbers of at-risk pregnancies through effective contraception, is an important approach to resolving the problem.
However, to date contraception has not been well consolidated in Nigeria, with evidence from recent DHS data indicating that only about 13 percent of sexually active Nigerian women currently practice effective contraception. 4 Part of the reasons for the poor use of contraception in Nigeria, include the persisting pronatalist culture of the people, religious preachments which discourage the use of contraception, poor availability and distribution of contraceptives and women's fear of contraceptive side effects. 5, 6 In particular, the perception that contraception could lead to infertility in later life is one reason that Nigerian women have always proffered for not accepting effective contraception. 7 Studies in Nigeria have reported that by the very way contraception is perceived, community involvement and participation is the gold standard to the initiation of an effective debate towards acceptance as seen with programmes aimed at reducing maternal mortality. 8, 9 This is further buttressed by the fact that community practices and cultural beliefs play significant roles in decision making vital to women's reproductive health. For instance, certain aspects of our culture strongly discourage modern contraceptive usage. There is the belief that women who use modern family planning method cut short the number of children God has in stock for them and as such may be punished with infertility on re-incarnation.
Therefore, as part of efforts to design measures to improve women's access to family planning services and post-abortion care in Amukpe community of Sapele local government area of Delta State of Nigeria under the auspices of an initiative supported by the Macarthur Foundation, a needs assessment survey was conducted to determine the factors associated with the knowledge, practice and perceptions of contraception in a typical rural Nigeria community. The findings of the needs assessment helped in designing relevant and culturally appropriate interventions that has aided the efforts at promoting and disseminating information on contraception to the eligible individuals and couples of this under-served community for the prevention of atrisk pregnancy in Nigeria.
We believe that the presentation of the needs assessment survey in this paper is capable of stimulating interest in replicating this work in other similar underserved community with the prospect of engendering more effective contraceptive programming.
METHODS
The study was conducted at Amukpe (an Okpe community in Sapele Local Government Area) in Delta Central Senatorial district of Delta State in the NigerDelta region of Nigeria. The study took place between December 2005 and July 2006 with support from the Macarthur Foundation. The settlement is rural with a few semi-urban enclaves, and has a population of nearly 71,356 people based on the 2002 National Population Commission census figures, with female population being 31,206.
Women of reproductive age group (15-49 years) including adolescents comprise 60% of the female population. The only available government health facility is a comprehensive health center that is ill equipped and understaffed. Additionally, there are two other private clinics that rarely render family planning and safe abortion services. The main occupation here consists of factory work, fishing, hunting, subsistence farming and trading as well as low cadre civil service. Also, there is active commercial sex activity going on in the community.
The unit of social organization is the family, which is patrilineal and patriarchal. The man is the head of the family and its breadwinner, while the woman is the procreator and housekeeper. Group of families who claim same ancestral descent or origin forms a kindred (or ekwa) and many kindreds form the village (or okoh). The Amukpe community is made up of fifteen okohs and the community is overseen by a community development Association made up of male representatives of the 15 villages from amongst whom an executive committee is elected. The Community Development Association is answerable to the paramount ruler of the Okpe Kingdom (the Orodje of Okpe) whose palace is located at Orerokpe, the administrative headquarters of the Okpe people to which the Amukpe community belongs. Other associations in the community include the women leaders group, the youth association and associations of the various trade groups. The opinion of the community development association supersedes every other group and final on community issues that arises from time to time, except in cases of appeals against any decision that are referred to the Orodje. Members of the community development association act as the gatekeepers to the community and they must grant permission for entrance into the community for any study of this nature. Local tradition and culture typical of the Okpe people dominates the reproductive practices in the study community.
The Needs Assessment Survey
This consisted of a household random survey of 1,528 women aged between 15-49 years to determine their knowledge, practice and perceptions of contraception. The sample size for the study was calculated based on the population of the community of 71,356 people gotten from the figures of the 1991 population census with the females consisting 31,206 of this total figure. Women of reproductive age group comprised 60% of the female population giving an actual figure of 19,000. However, based on work done in other communities, we assume a 50% positive response rate on answers relating to abortion and family planning. The worst accepted positive response rate was pegged at 47.55 and a 95% confidence interval was assumed.
This information was fed into Epi-info version 3.2.2 computer statistical package giving a sample size of 1,422. But a convenient sample of 1,528 was collected using a detailed questionnaire.
The questionnaire was in four sections. In the first part of the questionnaire, we solicited information on the socio-demographic characteristics of the respondentsage, education, marital status, religion and parity. In the second part of the questionnaire, we asked questions on the respondent's knowledge of contraception. In section 3 of the questionnaire, questions that sought to assess the respondent's practice of contraception were asked. In the final section of the questionnaire, we asked the women questions that tested the perceptions of the women to contraception. This study was preceded by a qualitative study using focus group discussions and in-depth interviews to assess the views and perceptions of relevant rural community stakeholders in Amukpe community relating to contraception, unwanted pregnancy and unsafe abortion. As we believed that such information will be useful for identifying relevant and culturally appropriate interventions for resolving the problem of unsafe abortion and increased uptake of contraceptive usage. And one of the cardinal findings of that study was that the level of training in contraceptive services and how effectively health workers were able to convey relevant information to their clients was poor. The paper from this study titled: "Perceptions and attitudes of a rural community to abortion in the Niger-Delta region of Nigeria" has been accepted for publication by the Nigeria Journal of Clinical Practice and it is in press. 10 Training and strengthening of the capacity of the health personnel in this community to render effective contraceptive services was undertaken following the study.
Sampling
The National Population Commission listing of household was used to obtain a stratified simple random sample for the household survey. All houses in Amukpe had been assigned a unique identification number under this scheme. The sampling was done at three levels. In level one, 19 streets were randomly selected from the known 55 streets and settlements in the area. In the second level sampling, each household within the selected streets were visited and identified to ensure that people were still leaving there. Fifteen households were then randomly selected from the 19 streets, making a total of 285 household overall. In each household about 5-10 women of reproductive age were interviewed. The questionnaires were administered by trained young ladies aged between 15-25 years on eligible women in their homes after it had been pre-tested and validated amongst women in the community. We believe that asking women to interview women increased the internal validity of the responses. The interviewers approached the household in a very sensitive manner and obtained permission from the heads of the household to conduct the interviews. They then proceeded to identifying the eligible women within the household and sought their permission to be interviewed. Only those women who gave consent were interviewed. They were interviewed in privacy and assured of confidentiality of information provided.
Ethical
Data management
Data from the survey were entered into a computer database using the EPI-Info 2000 Software. They were then transformed from EPI-info into the more robust statistical software of SPSS PC+ and further analysis was conducted. The data were analyzed using univariate and bivariate statistics were appropriate. Tests of significance was based on 95% confidence interval (p<0.05) using the chi square test with Yates and Fischer exact correction where applicable.
RESULTS
A total of 1528 respondents completed the questionnaire satisfactorily. The sociodemographic data are presented in Table 1 . Their mean age was 28.76 (range= 15-49) years. Majority (53.1%) of the respondents had secondary level of education and this was followed by primary level of education in about a third (26.6%) of the studied population. About two thirds (57.3%) of the respondents were single. 1446 (94.8%) respondents were Christians and they were mostly (52.3%) of the pentecostal denomination. The mean parity was 2.12 with a range of 0-15. Six hundred and fifty (42.7%) of the respondents had ever gotten married even if divorced, whereas 939 (61.9%) had delivered previously. This implies that 289 (19.2%) of the women interviewed in this community had children without being married (unplanned pregnancy).
The level of contraceptive awareness was high amongst the respondents as 1411 (92.3%) of them had previously heard about contraception (Table 1) . Majority (88%) of the respondents became aware of contraception in the last 14 years with 43.9% within the immediate past 5 years. Friends/relatives (40.6%), followed by nurses (31.7%) and then doctors (17.3%) largely accounted for the sources of awareness of contraception. 
TOTAL 1528 100
The media (print and electronic) on the other hand contributed only 10% of awareness. The most widely known contraceptives were injectables (59.5%), condoms (42.2%), POP (39.2%) and OCP (34.0%).
Above 60% of the sampled population did not know what emergency contraception is. While of the 600 (39.4%) respondents that knew the definition of emergency contraception, 500 (83.3%) knew the appropriate contraceptive methods that could be used for emergency contraception. Among the study population, 1319 (86.3%) said they knew how to prevent unwanted pregnancy, while 209 (13.7%) of the respondents had no knowledge of how to prevent an unwanted pregnancy. The commonly known methods of preventing unwanted pregnancy include the use of Injectables (49.7%), pills (45.0%) and condoms (37.7%) ( Table 3) . Some respondents had used more than one method previously. Over half (53.1%) of the respondents had never used contraception previously and the leading reasons why a larger proportion of respondents have never used contraceptives were fear of side effects (33.5%), lack of knowledge (21.7%) and lack of spousal consent (15.7%).
Cultural, moral and religious reasons ranked low amongst the respondents (Table 4 ). For those that had ever used contraceptives, the pills ((51.3%), condoms (27.4%) and the injectables (19.4%) were the most widely ever used contraceptive methods (Table 4 ).
The contraceptive prevalence rate (current use) was 29%, and 71% of respondents were not using any method of contraception. For those that were presently using contraception, the pills (44.2%), condoms (26.0%) and injectables (14.7%) were the most widely used contraceptive methods. The fear of side effects (33.8%), lack of knowledge (16.6%) and lack of spousal consent (13.0%) were the leading reasons for present non-use of contraceptives (Table 4) .
Cross tabulation of the socio-demographic profiles of the respondents with the risk of having an unwanted pregnancy, use of contraception and not using contraception was done (not shown), and subjected to statistical analysis. It was clearly shown that the rate of unwanted pregnancy and contraceptive prevalence rate was not statistically significantly different in the single and married respondents.
The educational status significantly affected the occurrence of unwanted pregnancy and the contraceptive prevalence rate, with the respondents with secondary and less level of education more likely to have an unwanted pregnancy and also less likely to be using contraception as compared to those who attained tertiary level of education. The extremes of reproductive age accounted for higher rates of unwanted pregnancy and low contraceptive usage, and similarly extremes of parity were statistically significantly correlated with the risks of having unwanted pregnancy and low contraceptive prevalence rate with p-values <0.05. Religion and religious sects were not significantly correlated.
DISCUSSION
This study was conducted to determine the knowledge, practice and perceptions of contraception in a typical rural Nigerian community with a view to identifying culturally sensitive and appropriate interventions that will create an enabling atmosphere for effective contraceptive programming in Nigeria. We demonstrated in this study, that as much as 19.3% of the studied population had children without having being married or previously married. This in most instances is undoubtedly a result of an unplanned pregnancy that could have been prevented by effective contraceptive usage.
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Though the self-reporting contraceptive prevalence rate of 29.0% from this study is higher than the Nigeria national average, it is low when compared with the high level of contraceptive awareness. The high level of contraceptive awareness and low level of usage has also been previously established. 12, 13 Our study showed that majority of the respondents (40.6%) got their information through friends or relatives. This result corroborates the findings of previous studies. 11, 14 However, information obtained through friends and relatives might be either incorrect or incomplete. But more of interest is that despite the high proportion (49%) of the respondents who became aware from health personnel (nurses and doctors put together), it did not translate to increased contraceptive usage. This is at variance with reports from previous studies were health personnel contributed little to sources of awareness of contraception. 15, 16 This therefore raises the issue of the content of information passed to clients on contraception and contraceptive usage by the health personnel in this community. Their level of training in contraceptive services and how effectively they were able to convey relevant information to their clients was identified to be poor; hence one of the interventions that were undertaken was training and strengthening the capacity of the health personnel in this community following an early qualitative study. 10 The study revealed that fewer than half of the study population was aware of emergency contraception and this is in keeping with earlier reports. 15, 16 However about four-fifth of these had correct information about emergency contraception, and this is contrary to the findings of an earlier report by Aziken et al. in which fewer than one-fifth of those aware of emergency contraception knew the correct timing for their use. 16 In all, there is still a dearth of correct information on emergency contraception as above three-fifth of the respondents had no clue as to what emergency contraception is. This further underscores the fact that the sources from which members of this community get their information about contraception being not well informed or are characterized by ineffective communication of the appropriate information.
Another striking finding is the fact that despite the high awareness of contraception, over half of the respondents had no knowledge of which categories of persons that should actually use contraception. These is also inspite of the good knowledge of the commonly available contraceptive methods, and reassuringly, use of folk methods such as Menstrogen, quinine, traditional medication, gin/alcoholic beverages, gynaecosid and other methods as listed in the footnote of Table 3 ranked very low amongst the respondents. The implication of this is that with a good, comprehensive and well thought out information, education and communication programmes, the contraceptive uptake and usage is likely to be enhanced. When in particular, the leading reasons (fear of side effects, lack of knowledge, and lack of spousal consent) as to why the respondents were not using contraception are equally readily amenable to this form of educative programmes. Cultural and religious reasons that are likely to constitute deep seated primordial sentiments that would have acted as significant impediment to passing information easily was not of significance.
In summary, this study revealed a high level of contraceptive awareness but with a low self-reporting prevalence rate and a poor knowledge of which categories of persons that should use contraception. The specific knowledge of emergency contraception was poor despite being aware of the common contraceptive commodities available. The factors associated with low and poor contraceptive usage were poor level of training in contraceptive services and ineffectively conveyance of relevant information to clients by health personnel, low literacy levels, extremes of reproductive age and extremes of parity. Others are fear of side effects, lack of knowledge, and lack of spousal consent. Effective educational and counselling interventions are likely to improve providers' and consumers' knowledge and subsequent uptake of contraceptive usage.
